During the following hour, the patient had stable hemodynamics. The neck subcutaneous emphysema gradually subsided and she was extubated in the post-anesthetic recovery unit. No peritoneal signs were noted postoperatively. Chest computed tomography was performed on the next day, which revealed bilateral pneumothorax, upper trunk subcutaneous emphysema, pneumomediastinum and pneumoperitoneum (Figures 2 and 3) . The patient received conservative treatment without chest tube insertion. Daily serial chest X-ray examination showed gradual resolution of the pneumothorax, and the patient was discharged 5 days later.
DISCUSSION
Colonoscopy is widely used for diagnosis and treatment of colorectal disease. The incidence of major complications, such as bowel perforation, ranges from 0.2% to 2.0% depending on the complexity of the procedure [1] . The risk of pneumothorax is much lower than that of bowel perforation. Maunder et al described the possible mechanism for the development of subcutaneous emphysema, pneumomediastinum and pneumothorax after bowel perforation [2] . There are four compartments in the neck, thorax and abdominal soft tissue, and they are separated by fascial planes. The pre-tracheal layer of the deep cervical fascia encloses the trachea and esophagus, and is fused with the pericardium. It follows the esophagus into the retroperitoneal soft tissue. Thus, there are potential spaces in the neck, thorax and abdomen, and air that arises in one compartment might follow the potential fascial plane to another.
By reviewing endoscopic dilatation in Crohn's disease, bowel perforation was reported in 13 patients (2%), whereas no cases of pneumothorax were reported [3] . Our patient rapidly developed panfacial swelling during therapeutic balloon dilatation for colonic stricture. According to Brayko et al [4] , serosal tearing occurs at a mean pressure of 202 ± 15 mmHg, and mucosal tearing at 226 ± 14 mmHg. Although the insufflation pressure during colonoscopy of our patient was < 18 mmHg, the strictured region might have
Figure 1. Portable chest X-ray showed pneumomediastinum (arrows) and pneumothorax (arrow heads).
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Figure 2. Chest computed tomography (lung window) showed bilateral pneumothorax (white arrows), pneumomediastinum (white arrow heads) and subcutaneous emphysema (black arrow).
been torn during balloon dilatation. Air could have dissected the colonic wall as a result of the pressure gradient traveling along the mesentery to the retroperitoneal space [5] . As long as we continued insufflation, the air would eventually reach the mediastinum. Perforation of the mediastinal pleura results in pneumothorax; therefore, it might be advisable to turn off the insufflation during balloon dilatation to prevent the entrance of continuous air into the submucosal layer, and to stop the air insufflation as long as pneumothorax is found during the procedure.
Painless colonoscopy is now frequently performed for diagnosis or treatment, although the risk of bowel perforation is well known by physicians. Rapid upper airway obstruction is the most devastating complication of the procedure, and can threaten the patient's life within a few minutes. In such cases, the patient needs emergency intubation to secure the airway and timely treatment if tension pneumothorax develops [6] . The case reported here demonstrates that it is wise to check the anterior chest wall crepitus and bilateral breathing sounds as long as mild desaturation is detected by pulse oximetry. Tracheal intubation should not be delayed if the upper airway is compromised.
